The United States and Canada share high costs, poor health system performance, and challenges to the transformation of primary care, in part due to the limitations of their fee-for-service payment models. Rapidly advancing alternative payment models (APMs) in both countries promise better support for the essential tasks of primary care. These include interdisciplinary teams, care coordination, self-management support, and ongoing communication. This article reviews learnings from a 2017 binational symposium of 150 experts in policy and research that included a discussion of ongoing APM experiments in the United States and Canada. Discussions ranged from APM challenges and successes to their real and potential impact on primary care. The gathering yielded many lessons for policy makers, payors, researchers, and providers. Experts lauded recent APM experimentation on both sides of the border, while cautioning against the risk of "pilotitis," or developing, implementing, and evaluating new payment models without plan or ability scale them into broader practice. Discussants highlighted the power of "learning at scale," highlighting large-scale primary care payment innovations launched by the US Center for Medicare and Medicaid Innovation since 2011, and called for a similar national center to drive innovation across provincial health systems in Canada. There was general consensus that altering payment models alone, absent incentives for innovation and continuous learning as well as increased proportional spending on primary care overall, would not correct health system deficiencies. Participants lamented the absence of more robust evaluation of APM successes and shortcomings, as well as more rapid release of results to accelerate further innovation. They also highlighted the importance of APMs that include flexible and upfront payments for primary care innovations, and which reward measuring and achieving global rather than intermediate outcomes, to achieve utilization goals and patient and provider satisfaction. (J Am Board Fam Med 2018;31:322-327.)
Near neighbors and sibling nations in history and trade, the United States and Canada also share a history of poor health system performance, resulting in part from the limitations of fee-for-service (FFS) payment. [1] [2] [3] [4] [5] [6] Favoring volume over quality of care, such systems are also thought to limit primary care effectiveness, and have given rise to calls in both nations to move toward alternative payment models (APMs). [7] [8] [9] [10] In March 2017, approximately 130 Canadian and US leaders from policy and academia assembled in Washington DC to discuss lessons in improving primary care effectiveness that might be disseminated across borders (See Appendix for Attendee list). The invitation-only gathering included provincial and state health ministers and leadership, academic and thought leaders, as well as leadership from many federal and provincial agencies that finance health care and evaluation in both countries. Dyadic panel presentations featuring experts from both countries were followed by rich audience discussion, with taping and careful notetaking used post hoc by conference planners to thematically organize and distill seminal lessons for broader dissemination. The authors of this commentary specifically reviewed all notes from sessions on APMs, which revealed binational agreement on the importance of advancing APMs capable of improving primary care effectiveness. This article summarizes expert opinions on the current state of APMs in the United States and Canada, as well as key lessons and implications for policy makers, payors, researchers, and delivers with interest in supporting primary care to advance health in both nations.
Advancing Primary Care through APMs in Canada
Canadian provinces have primary responsibility for health care while the federal government plays a smaller role in funding and setting some national standards. In this regard, they have much more autonomy than do states in their neighbor to the south. This independence means that there are significant differences in how they operate, but improvement of primary care is a shared concern and the decentralized model has also allowed important innovations to develop. Alternatives to FFS payments rose from under 10% to nearly 30% of total clinical payments to physicians between the years 2000 and 2015, leading to innovations in team-based delivery. 11 Family Health Teams, for example, are largely funded through capitated advanced per patient payment for all services provided, and cover one quarter of the provincial population in Ontario. 3, 4 Early returns on this innovative payment transition found shifts in proportional provincial spending on primary care, improved physician and team satisfaction, and improved processes of care, all without evidence of adverse impact on individual patient selection. 5, 6 In Ontario, payment reform has also been a key driver of empanelment, as capitation requires a defined group of patients for whom the practice is responsible. Having a defined population facilitates proactive approaches to preventive health care and chronic disease management including notifying patients of needed care, audit and feedback, and performance reporting. 11, 12 Capitation allows providers to make greater use of virtual contacts through phone, e-mail, and videoconferencing. It also reduces the competition and disincentive to fully use other health care team members. Finally, capitation reduces the opportunity cost for participating in nondirect clinical care activities such as quality improvement activities, case conferences for complex patients and teaching. More than three quarters of Ontario primary care physicians practice in a model that features patient empanelment and blended capitation, albeit with only small capitation payments in some models. 7 At the system level, Ontario's transformation remains incomplete as FFS continues to be a dominant payment model, interprofessional teams are unevenly distributed, and approximately one sixth of the population is left out of primary care reforms entirely.
11 As yet, Ontario's APMs have not been associated with improved timeliness of care, better equity, or cost savings. Other provinces have also implemented payment and organizational reforms. British Columbia has provided substantial chronic disease management payments for multi-morbid patients, while Alberta and Quebec have undertaken structural and team-based changes in the form of Primary Care Networks and Family Medicine Groups, respectively. These reforms have largely taken place without fundamental changes to physician FFS reimbursement and they have been associated with mixed findings with regard to better quality care and little evidence of health system cost savings. 13 While Canadian APM and team reforms have been key to attracting providers, growing the size and diversity of the primary care workforce, and averting a health human resource crisis in primary care, their measurable health system impacts have been limited.
Advancing Primary Care through APMs in the United States
Recognition of the limitations of pure FFS in the United States is hardly new. Reforms in the 1980 seconds created the Diagnosis Related Grouping system to simplify and streamline hospital payments and the 1990s and early 2000s saw attempts to refine physician payments via the Resource Based Relative Value System and Sustainable Growth Rate. 3 These programs failed to generate "sustainable growth" while radically growing the specialty to primary care income gap.
14 More recently, the passage of the Affordable Care Act in 2010 ushered in unprecedented experimentation with APMs among private, federal, and state payors. 15, 16 APM Implementation pilot programs impacting primary care have been developed within existing programs, both traditional FFS and managed care, in an attempt to move from volumebased to value-based care delivery. 17, 18 There is evidence that high-functioning APMs already in existence, or as part of recent demonstrations, put more resources into primary care. 8, 9 However, movement toward APMs at the health system level does not always change the FFS payment model for primary care practices. Some large hospital systems that own practices may receive capitated payments for the care of a population while continuing to reward their providers and practices principally for services rendered (FFS) more than for value received. As such, the mixed early returns in evaluations of the US Accountable Care Organization (ACO) experiment, which offering global payments and potential "shared savings" to taking care of groups of Medicare beneficiaries. 19 Symposium experts suggested that ACO savings were significantly greater among ACOs that were independent, primary care-driven, and risk-bearing, perhaps due to their greater leverage over cost control and diminished FFS incentives. Panelists and reactors noted that powerful variation in this and other US payment experiments over recent years belies a continued lack of understanding of the value of primary care to population health in value-based payment models. They also noted the failure of APMs as a cost-bending panacea absent additional levers. For example, it was noted that primary care physicians anchoring the ACO and other shared savings and capitated payment innovations frequent lack levers to influence their patients' health costs beyond their clinic walls absent additional incentives shaping hospital and specialist behaviors. Attendees also noted that new APM investments in primary care are not always sufficient to enable robust primary care, particularly when they do not offer upfront financial support for practice transformation but burden practices with inflated expectations and measurement requirements.
Experts and discussants alike celebrated recent US efforts in the United States to "learn at scale" about advancing primary care through APM experimentation. At the state level, Rhode Island was noted to have phased in a near doubling of payor spending on primary care between 2007 and 2012. 20 The State Commissioner of Health estimates that a 43% increase in primary care spending ($18 million more annually) was associated with a 14% reduction in total spending ($115 million reduction annually)-a more than 6-fold return on investment. 21 Illinois did not mandate a primary care increase, but between 2006 and 2010, Medicaid increased primary care funding by more than 30%. Over that period, the state saw total spending for the Medicaid population fall by nearly the same percentage, also a multi-fold reduction in total spending. 22 Oregon, compelled by Rhode Island's results, recently legislated a similar increase in primary care spending by all payors. 23 There is an ongoing need to evaluate US APMs with an understanding about how they support primary care.
In addition lauded were large-scaled payment & delivery experiments enabled under the Affordable Care Act creation of the Center for Medicare and Medicaid Innovation (CMMI). Their efforts helped the of the outgoing administration achieve a goal by late 2016 of having 30% of traditional Medicare payments now flow through APMs, versus essentially none in 2010. 15 Early returns for these grand primary care experiments have been mixed, with some states in the Multi-Payer Advance Primary Care Practice Demonstration showing positive savings and others none. 24 Similarly, the multistate, multipayor Comprehensive Primary Care Initiative revealed progress in transforming primary care delivery and generating positive provider/payor feedback, while failing to demonstrate significant savings in expenditures or quality by the end of second and third year reporting. 25 This outcome was felt to be promising enough to support a Comprehensive Primary Care Plus (CPCϩ), which offers primary care practices in 18 states or regions a risk-adjusted, monthly Care Management Fee and a Performance-Based Incentive Payment, in addition to traditional FFS. CPCϩ also supports practice transformation with the goal of enhancing key comprehensive primary care functions: 1) access and continuity, 2) care management, 3) comprehensiveness and coordination, 4) patient and caregiver engagement, and 5) planned care and population health. 
Lessons from the Binational Symposium for Policy Makers, Payors, Researchers, and Practitioners
A number of essential themes and conclusions emerged from the Symposium, which we have parsed according to stakeholder audience in Table  1 . Discussants offered clear enthusiasm for APM experimentation in the United States and Canada, and its promise for advancing primary care, but cautioned policy makers that shifting toward APMs alone would fail to capture the positive primary care effect on creating healthy populations, satisfied patients and lower costs (the US "Triple Aim"). Many suggested that increasing overall spending on primary care was far more important than any of the payment experiments underway.
Payors were reminded that both the United States and Canada have learned from but also suffered an epidemic of small payment demonstration projects that were designed neither for sustainability nor scaling up at a health system level. This condition was pejoratively labeled "pilotitis" by 1 panelist, who noted this to be a particularly concerning problem in Canada. Admiration for the seminal efforts of the US CMMI in driving payment innovations was widely shared among expert discussants from both nations, who called for continuing to "learn at scale" and to grow investment in APMs. One bold proposal that resonated widely among attendees called for Canada to create its own CMMI as a remedy to its epidemic "pilotitis." Attendees noted that a Canadian Innovation Center could draw on lessons learned from its successful US counterpart, while having data and structural advantages of the single-payor provincial health system to allow successful interventions to scale up even faster than in the United States.
Researchers were challenged by attendees to craft more robust methods of evaluation for the growing array of large APM innovations. There were repeated calls to improve methods for crafting better comparison groups that could overcome the challenge of detecting outcome changes, given the "pollution" and "spillover" effects from intervention to control practices inherent in large-scale payment experiments such as the US Comprehensive Primary Care Initiative. Attendees also noted the critical need to better understand how APMs can best serve health equity across US and Canadian populations. Calls were repeated throughout the symposium for evaluations of best practices in adjustment of payments to accommodate social determinants of health without excusing poor quality for vulnerable populations.
Discussants repeatedly highlighted the potential importance APMs to reducing provider burnout and returning "joy in practice" to primary care, a finding of considerable importance to providers and delivery systems. Attendees on both sides of the border connected best practices in APM global payments and increased flexibility in care delivery to reductions in administrative burden, enhanced team function, and less provider burnout. They also noted the absence of these connections in peer-reviewed literature, and called for richer evaluations of APM impact on these outcomes. Others noted the need for population health or risk-based payment models to accommodate primary care practices' perpetually thin financial margins and the 
Lessons for policymakers
APMs are falsely promoted as a panacea for health system problems. They should instead be seen as kindling for ongoing primary care innovation within a continuous learning health system.
Regardless of the APM chosen, overall spending on primary care must increase to achieve health system aims.
Lessons for payors
The small-scale and unsustainable design of many APM pilot programs creates payor "pilotitis." Both countries must foster "learning at scale," as demonstrated in the US CPCI.
Canada needs an innovation center like the US' CMMI to foster and evaluate scaled payment experiments across a provincial delivery models.
Lessons for researchers
We need more robust evaluation released more rapidly, with stronger comparison groups, and increased transparency of results.
We need evaluations of how APMs promote or inhibit health equity. For example, how can we adjust for variation in SDoH without excusing poor quality?
Lessons for providers APMs that promote flexibility and pursuit of end outcomes over process measures increase both patient satisfaction & primary care provider wellness.
Practices cannot bear all transformation risk, and require prospective, preferably population-based payment, i.e. capitated or blended payment. restrictions these place on meaningful and radical transformation. One presenter noted that, absent at least some degree of upfront payment, ongoing transformation becomes impossible, and evolving practices remain in jeopardy of closing as the result of one bad risk-bearing contract or contract year.
Conclusions
Both Canada and the United States continue to struggle to build high-performing primary care systems despite evidence suggesting their importance, the collective investment of billions in health system innovation and improvement, and a particular Canadian focus specifically on primary care reform. 28 These efforts have included shifts away from pure FFS, which can create perverse incentives and serves as a barrier to adoption of best practices. However, it remains the predominant payment model in both the United States and Canada.
Experts at a binational discussion of APMs reminded us that further moves away from FFS will require addressing several barriers including physician concern over loss of autonomy and control in a FFS model and concerns over the limits in capitation or other funding models to recognize patient complexity or heterogeneity. They also highlighted the need, regardless of APM chosen, to increase total spending on primary care and to incentivize primary care innovation explicitly. Given repeated calls for larger payor experiments, it will be important to follow innovations at the state and provincial level, which might be scalable across other states and provinces. For example, Ontario has made major new investments in Primary Care, 21 and in the United States, Rhode Island created a requirement that its insurers demonstrate that primary care received at least 10.5% of total expenditures, doubling what was spent previously. In Canada, these might be best facilitated by a Canadian innovation center modeled after CMMI. Such a center might help its US counterpart to advance desperately needed large pilot program evaluation methods, including how best to understand program impact and against what comparison or counterfactual groups. They might also track where resistance to change may occur when shifts in payment models creates winners and losers, and our understanding of ideal "pacing" of implementation and reform, and even how we might redress the rate of actual and perceived loss of market share, income, and autonomy. Finally, richer research into how varying APM pilot programs impact provider burnout and wellness, and enhance patient satisfaction are critically needed.
Although critical, symposium discussions reminded us that payment reform through APMs remains just one dimension of comprehensive primary care reform. Work remains to envision the future of primary care. Despite promotion of the Primary Care Medical Home and its variations, the model still needs to be embedded in broader system reform, and better integrated with hospitals, home, and community services. Or perhaps, as proposed in this conference, it is time to reverse a quintessential US tendency to view hospitals as the place where health systems make the bulk of their revenue, often taking if not negotiating losses in primary care, whose function is largely to feed patients to hospital-based services. There is also increasing recognition in both countries that health care has been a drain on social services and it may be time to invest health care resources in other parts of society outside of health that strongly influence health outcomes such as education, job programs, and housing stability. Ultimately, to improve health care and health outcomes in a sustainable way, it will be necessary to make primary care the center of the health care system, invest in it adequately, and organize and pay for it deliberately to align incentives, support teams, foster innovation, and provide "joy" in practice.
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